The detection of a continuous murmur in a patient who had undergone aorto-coronary bypass surgery stimulated the following casereport.
CASE REPOET
A 55-year-oldman was first seen in September, 1968 because of increasing angina pectoris. He had well documented myocardial infarctions in 1965 Virtually all of the commonly reported causesof continuous murmurs6 can be excluded in our patient by a combination of hemodynamic and angiographic data, the clinical course and the location of the murmur. Thus, an anomalous left coronary artery, a coronary arteriovenous fistula and communications between the coronary arteries or sinuses of Valsalva and any of the cardiac chambers can all be excluded on the basis of angiography. The absence of a diastolic mitral valve gradient and normal pulmonary artery wedge pressure and indicator dilution curve argue against the combination of an interatrial communication associated with mitral valve obstruction as a mechanism for production of the murmur. Failure to hear the murmur on numerous previous examinations argues against the possibility of a patent ductus arteriosus, coarctation of the aorta or aortopulmonary septal defect, and the normal indicator dilution curve is evidence against significant left-to-right shunting from anomalous pulmonary venous drainage. The location of the murmur is also inconsistent with these diagnoses. While a pulmonary arteriovenous fistula or pulmonary artery branch stenosis cannot be completely excluded, the location of the murmur (well localized to the apex and not heard peripherally) argues strongly against these possibilities. Ligation of the right internal mammary artery and failure to find the left internal mammary artery at surgery is evidence against a fistulous communication involving this system as a mechanism producing the murmur. Finally, there is no evidence to suggest a chest wall fistula.
While we cannot exclude the possibility that the murmur is related to the coronary obstructive lesions rather than to the bypass graft, this seems unlikely for the following reasons: 1) the murmur was not detected in numerous careful examinations performed over a threeyear period prior to bypass graft surgery; 2) the location of the murmur argues against it emanating from the right coronary artery; 3) all previous diastolic murmurs reported in association with coronary artery disease have been related to high grade stenosis of the left anterior descending artery. In the present case the proximal portion of this vessel is totally occluded and therefore seems an unlikely source for the generation of vascular sound.
The possibility that the murmur is related to the presence of the small aneurysm of the anterior wall of the left ventricle must also be considered. Systolic and diastolic murmurs have been described with such lesions, ," possibly related to phasic blood flow into and out of the defect corresponding to the phases of the cardiac cycle. However, continuous murmurs have not been described in association with these lesions, and in our patient the murmur was not detected on serial examinations until after bypass graft surgery. The angiographic appearance of the aneurysm was identical in studies done before (January, 1971) and after (April, 1972 ) the detection of the murmur.
The mechanism of the murmur is unknown. We speculate that it reflects turbulent flow related to the bypass graft, possibly resulting either from the discrepancy in size between the saphenous vein and the left anterior descending artery at the site of distal anastomosis or from retrograde filling via the bypass graft of the severely obstructed segment of the anterior descending artery.
